employed by a Fortune 500 Company in Milwaukee, Wisconsin. Descriptive statistics were utilized in the data analysis.
The results of the study indicated that this particular sample of adult employees generally perceive themselves to have a high degree of internal control over their health status. Further, there was little difference among the mean scores of perception of control among clerical, technical, professional, and managerial workers.
Recommendations were made that the study be repeated using a bluecollar population. In addition, hypotheses were generated about the relationship of age, sex, education, and occupational class to determine the degree of their impact on health locus of control. The implications for nursing practice and recommendations for health promotion activities are presented.
PURPOSE OF THE STUDY
The purpose of the study was to apply the Multidimensional Health Locus of Control Scale to the Perceived Control
The first aim of the study was to determine how a sample of adult office workers perceived control of their own health status.
portion of Pender's Health Belief Model. This portion was examined by assessing the beliefs of healthy adult workers, classified by four different job categories, concerning personal control of their own health status. The decade of the 1980s is the era for worksite health promotion activities. The Surgeon General's report, Healthy People USDHEW (1979) , states that the rising costs of health care have provided impetus for health promotion programming at the worksite. According to Brennan (1981) , employers are beginning to recognize the merit of preventive health care, partly for altruistic reasons, and partly MOHN JOURNAL, JANUARY 1987, VOL 35, NO. 1 because the charges associated with accidents, d isabi Iity, and rehabi Iitative medicine are so expensive. Chronic debilitating diseases have significant implications for American industries. Since industries are major contributors to health insurance programs which pay for the treatment of these diseases, they stand to gain financially if the health of their workers improves and health insurance premiums are reduced.
For these and other reasons, we are beginning to experience a quest for healthier lifestyles. The American lifestyle, exemplified by excessive eating, drinking, stress, use of tobacco and drugs, together with environmental hazards, is a major contributor in seven of the ten leading causes of death and disability today (Knippel, 1982) . Traditional care aimed at curative or restorative ends has met with little success in reducing the incidence or severity of chronic disease. In fact, Haggarty (1977) states that the restorative or curative focus of care has added the problem of escalating health costs to the list of problems in health care in the United States.
The adoption of preventive health behaviors seems to be a logical avenue for Americans to take if reducing the problem of chronic disease and its effect is our aim. According to Pender (1982) , the primary goal of health-protecting/preventive behaviors is the removal or avoidance of encumbrances to growth, maturation, fulfillment, and self-actualization throughout the life cycle. Personal illnesses, troubles with interpersonal relationships, or social disruption are examples of encumbrances.
To change unhealthy lifestyles requires knowledge of what constitutes a healthy way of life, as well as willingness on the part of the individual to change. It is a widely held tenet that the more information a person has about a particular lifethreatening condition, the greater the likelihood the person will take positive steps to ameliorate that condition (Wallston, Wallston, & Maides, 1976) . Health professionals (counselors, dietitians, nurses, pharmacists, and physicians) are beginning to assume increasingly important roles in health protection/prevention by educating their clients on what constitutes a healthy lifestyle and in ways of maintaining their current level of health. Any plan must be client-centered, flexible, and an individually tailored mode of health protection. Preventive care planning throughout one's life cycle is as important as illness care planning in the hospital (Pender, 1982) .
Health professionals believe that individuals can do a great deal to promote, maintain, or regain their health. What about the public at large, however, the people to whom health professionals address their informational and motivational strategies? What does the public believe about the relationship between individual behavior and health, and what, if anything, do these beliefs have to do with the public's behavior? We know for certain that many people often do not implement the recommendations of health professionals. Individuals all too often smoke, drink and eat too much, forget to use seat belts, delay in seeking appropriate care, miss appointments, and misuse medications. Can these health behaviors be explained by individuals' beliefs about the influence their behaviors have on their health? People's perception of their control over the environment and its relationship to other areas of cognitive functioning and to behavior have been the subject of previous research (Kirst, 1972) . Of interest to this study is the variable of occupational class. Does perception of control of health status vary by occupational class?
Results of the study indicated that this particular sample of adult employees generally perceive themselves to have a high degree of intemal control over their health status.
REVIEW OF SIGNIFICANT LITERATURE
The conceptual framework for this study was Pender's Modified Health Belief Model (Figure 1 ). This model currently is being used to predict and explain the occurrence of health protecting or preventive behaviors among individuals engaged in self-care activities.
The concept of locus of control offers an explanation for perceived control of health. One of the most significant areas of exploration within the domain of locus of control in recent years has been "health locus of control." Investigations within this area have focused on the relationship between beliefs about internal-external control and physical health and well-being. The importance of this field of study was noted by Rosenstock (1975) at a National Heart and Lung Institute Working Conference on Health Behavior. In discussing individual responsibility for health maintenance, Rosenstock raised the question as to whether perceptions of internal-external control of health could be changed in adults, and if so, how such changes might be accomplished. He commented: "Ongoing research suggests that external control, alienation, or powerlessness are associated with higher rates of morbidity, lower health motivation, lower rates of compliance, reduced tendency to seek behaviorally relevant information, reduced utilization of health care services, and reduced ability to control weight, smoking, and use of alcohol and other drugs" (Rosenstock, 1975, p. 135) .
In studies of smoking behavior, James, Woodruff, and Werner (1965) found that non-smokers were more likely to be internal in locus of control orientation than were smokers. In addition, they found that persons who believed in the health damaging effects of smoking and had quit were more internal than were individuals who believed that smoking was hazardous to health but did not quit. In another study, Platt (1969) (cited in Pender, 1982) found internally controlled individuals able to change smoking behavior to a greater extent than were externally controlled individuals.
Williams (1972) (cited in Wallston & found a greater incidence of smoking behavior among externally-controlled ninth grade adolescents than among those who were internally controlled. Kaplan & Cowles (1978) found in a study of 35 participants in a smoking cessation program that health locus of control and health values emerged as important variables in predicting smoking reduction.
A number of studies have been reported that support the importance of perceived control in predicting the occurrence of preventive behaviors. Kirscht (1972) , in exploring the relationships between locus of control, perceived susceptibility to illness, and perceived benefits of preventive actions found that those who were internally controlled viewed themselves as less susceptible to illness and identified ACTION PHASE preventive measures as more efficacious than did externally controlled individuals. Age was significantly correlated with perceptions of control, with younger individuals believing that they exerted more control over health than did older persons. Women believed that they had more control over health than did men. While the above studies support the importance of locus of control as a determinant of smoking behavior, some studies have failed to show this association (Best & Steffy, 1971) . Further research is needed to clarify the relationship between smoking behavior and locus of control, since smoking represents one of the most prevalent risk factors for cancer and cardiovascular disorders among adolescents and adults. Locus of control has been explored also in relation to weight and weight loss. Manno and Marston (1972) found, in their control group, that externally oriented subjects weighed more initially but lost more weight; thus, among control group subjects, internals were more successful. However, for their two treatment groups there was no relation between locus of control and weight loss. O'Bryan (1972) found overweight women to be more external. Balch and Ross (1975) , in using a self-control weight reduction program, foung significant correlations between internality and completion of the program, and internality and success of the program (achievement of weight loss higher than the median). These findings would suggest not only that locus of control may be an important factor in predicting health behaviors but that it should also be taken into consideration in tailoring preventive measures to individual orientations. The importance of health locus of control has been supported also in studies of use of birth control, seat-belt use, preventive dental care, and the 'Source: Wallston, K.A., Wallston, B.S., & DeVellis, R. (978) . Development of the multidimensional heal th locus of control (MHLC) scales. Health Education Monographs, 6, 164-165. , 1978) . The score on each subscale is the sum of the values c ircled for each item in that sub scale. Scores within each subsc ale using both forms can range from 12 to 72. The higher the score on the internal sub scale, the more personal co ntrol cli ents b elieve that they
FIGURE 1 PENDER'S HEALTH BELIEF MODEL

STUDY METHODOLOGY
The stud y method util ized wa s a descriptive, non-experimental, survey des ign with q uestionnaire instrumentation. The Multid imensio nal Health Loc us of Contro l scale d evelo p ed by Wallsto n, Wallston and DeVel lis (1978) wa s the study instrument. The variable measured by the questionna ire was subjects' p erc ep tio n of contro l o f their own health status.
INSTRUMENT
The Mul t id imensional Health Loc us of Control scale (M HLC), d eve lo p ed by Wallston, Wallsto n, and DeVellis (1978) , was used to measure Pend er's Perc eived Contro l portion of the Health Belief Model. The M HLC is a two-part measure of the p erception s of health control ( Figures 2 & 3) . Use of both for ms yiel ds more reliable data than use of either alone . With the use of on e form o nly, the alp ha rel iability co effic ient is 0.67-0.77; w hen two forms are used, the alp ha reliability coefficient increases to 0.83-0.86 (Wallsto n et ai, 1978 ) .
Each of the questions is designed to determ ine how people view certa in health-related issues. The respondent indicates on a Likert scale fro m 1 to 6 w hether they strongly d isagree (1) to strongly agree (6) to the b elief statement. There are a tota l of 36 items. There are three sub scales and the items included In each are as follows for both forms A and B: 
PURPOSE OF THE STUDY AND STUDY AIMS
The pu rp ose of the study w as to apply the M ultid imensio nal Health Locus of Control Scale to the Perceived Contro l portion of Pend er's Health Belief Mod el. This p o rti o n was examined by assessing the b eli efs of healthy adult workers co ncerning p erso nal c ontro l o f their ow n health status.
The aims of the study w ere to : 1) de termi ne how a sample o f healthy adul t workers perceive co ntro l of their own health status; and 2) explo re whether perception of c ontro l of health status differs according to oc cup ational class among a sample of managerial, p rofessional, tech nical, and cl erical workers.
FIGURE 3 MULTIDIMENSIONAL HEALTH LOCUS OF CONTROL SCALE* -FORM B
RETURN RATE AND STATISTICAL PROCEDURES
Questionnaires were sent to 300 employees. Two hundred twenty-six employees, a 76% response rate, returned the questionnaire. To secure an adequate sample size, a follow-up memo and another questionnaire was distributed to the same 300 employees two weeks after the initial letter. An additional 26 questionnaires were returned but were discounted because some of the respondents indicated that they had already filled out the first questionnaire, as well as the second one. There was no way to identify duplicates.
Nine questionnaires were incomplete because the respondents neglected to complete one item of the total 36 items. These questionnaires were not eliminated and the data, though missing, were coded specially for the computer program. The Apple Interactive Data Analysis (AIDA) program was utilized to generate the statistical information for this study The Statistical Package for the Social Sciences (SPSS) was utilized to generate the reliability alpha for the study subgroups.
RELIABILITY OF THE INSTRUMENTS
The Cronbach alpha coefficient was applied to determine the internal consistency of the Multidimensional Health Locus of Control subscales. The coefficient for the entire sample for the IHLC was .852; the CHLC was .822; the PHLC was .815 which demonstrates that the subscales were highly reliable with respect to their homogeneity or internal consistency with this sample.
SAMPLE CHARACTERISTICS
The total sample obtained consisted of 226 workers. Two thirds of the sample were male. The ages of the subjects ranged from 21 to 64 with a mean age 34.96. Eighty-eight percent had received some education beyond high school. The study sample was deemed to be representative of this Company's total population of 1030 (Tables 1  and 2 ). sional classifications. Demographic information sought included age, sex, and education. A cover letter identifying the purpose of the study, guarantee of anonymity, and the freedom to choose to participate was sent through the Company inter-office mail to each employee. 7. Other people p laya b ig part in whether I stay healthy or become sick.
8. Whatever goes wrong w ith my health is my fault.
15. Even when I take care of myself, it's easy to get sick.
16. When I become ill, it's a matter of fate.
17. I can pretty much stay healthy by taking good care of myself.
18. Fo llow ing doctor's orders to the letter is the best way for me to stay healthy "Source. Wallston, K.A., Wallston, B.S., & Devellis, R. (1978 
SAMPLE
The sample consisted of a stratified internal: 50.4; chance: 31.0; powerfulothers: 40.9 (Wallston et ai, 1978) .
TABLE·2
CHARACTERISTICS OF SAMPLE POPULATION
(n == 226) the PHLC was 31.40 with a standard deviation of 9.82 with scores ranging from 14 to 55. These clerical staff respondents scored higher on the IHLC scale than originally speculated. They also scored lower on the PHLC scale than was expected.
Their score on the CHLC scale was very close to the normative mean of 31.0.
Technical: Fifty seven out of a possible 75 technical staff employees completed the questionnaire. The mean score on the IHLC was 53.75 with a standard deviation of 7.76 and a score range from 31 to 70. The mean score on the CHLC was 32.05 with a standard deviation of 10.00 and a score range from 15 to 58. The mean score on the PHLC was 29.52 with a standard deviation of 8.98 and scores ranging from 12 to 54.
The technical staff respondents scored above the normative mean on the IHLC by 3.3 points. They scored one ponit above the normative mean for the CHLC scale and 11 points below the normative mean for the PHLC scale.
Professional: Sixty six out of a possible 87 professional staff employees completed the questionnaire. The mean score on the IHLC was 55.40 with a standard deviation of 9.27 and a score range from 21 to 69. The mean score on the CHLC was 29.57 with a standard deviation of 9.28 and a score range from 13 to 52. The mean score on the PHLC was 29.89 with a standard deviation of 9.30 and a score range from 13 to 55.
The professional respondents scored highest of all four groups on the IHLC scale. Their IHLC score was 5.0 points higher than the normative mean. As expected, this group of workers scored below the normative means for both the CHLC and PHLC scales.
Managers: Fifty one out of a possible 67 managerial staff employees completed the questionnaire. The mean score on the IHLC was 51.11 with a standard deviation of 6.63 and a score range from 37 to 67. The mean score on the CHLC was 32.86 with a standard deviation of 9.45 and a score range from 13 to 52. The mean score on the PHLC was 33.29 with a standard deviation of 8.79 with scores ranging from 18 to 55.
The manager respondents scored the lowest of all four individual groups on the IHLC scale, yet their score was still .71 points above the normative mean. They scored highest, of all four groups, on the CHLC scale at 1.8 points above the normative mean. As expected, their the normative means (IHLC M=50.4; CHLC M=31.0) established by Wallston, Wallston and De Vellis (1978) except for the score on the PHLC scale. The established normative mean score for the PHLC scale is 40.9. The sample respondent score of 30.99 is well below the norm.
RESEARCH AIM 2: PERCEIVED CON-TROL OF HEALTH STATUS FOR SAMPLE:
Subgroups: The second aim of this study was to describe how different classifications of office employees perceive control of their own health status.
Clerical: As indicated in 
STUDY FINDINGS
RESEARCH AIM 1: PERCEIVED CON-TROL OF HEALTH STATUS:
The first aim of this study was to determine how a sample of healthy adult office workers perceive control of their own health status. The mean score on the IHLC scale for all the respondents was 3.39 points above the normative mean. The minimum score was 21 and the maximum was 70. The mean score on the CHLC scale for all the respondents was 0.19 points above the normative mean. The minimum score was 13 and the maximum was 58. The mean score on the PHLC scale for all the respondents was 10.0 points below the normative mean. The minimum score was 12 and the maximum was 55. See Table 3 for reference to the specific mean scores as well as their relationship to the normative means.
These scores correspond positively to score on the PHLC scale was be low the normative mean, even though this score was still the highest of all four groups .
DESCRIPTIVE DATA ON SCALES
NURSING IMPLICATIONS
By assessing a client's health locus of control, nurses' understanding and prediction of health behaviors could be increased. Consider, as an example, the situation of a person experiencing unpleasant side effects after taking medication prescribed by a physician. A person with strong beliefs in external control by powerful others might be expected to continue taking the med ication, especially if there is a high trust in physicians. Given the same situation, a pat ient with strong beliefs in internal locus of control might carry out a selfstudy by discontinuing the med ication for a day or two, noting the difference, then resuming the medication to see if the side effects reappear .
The purpose of incorporating locus of control into client care is not to label cl ients as internal or external but rather to gain insight into their orientat ion on the I-E continuum. Nurses need to take advantage .of the opportunities that they have to understand adults as they are, how they grow and change, and how learning may be facilitated to enable them to take resp onsibi lity for their own health and health care. These assessment data will guide nurses in their approach or use of a conceptual frame work for the client's care; the optimal approach may be that of self-care for internally oriented clients while externally oriented clients may benefit from a more directive approach (Shillinger, 1983) .
STRATEGIES FOR HEALTH PROMOTION AND HEALTH EDUCATION
The goal of health education/health promotion is to increase an individual's ability to make informed decisions that affect his/her well-being. Programs are designed to enable learning about the consequences of behavior. The assumption is that armed with such knowledge the client w ill change their "unhealthy" behaviors to healthy ones.
Locus of control of health is not a conclusive predictor of health behavior, but it can lend valuable insight into the decisions regarding the most efficacious nursing approach with clients displaying various health behaviors and beliefs. Using this construct, nursing plans could more effectively correspond to the health locus of control orientation of clients. Internality reinforcement/training could result from nursing interventions and client successes.
Based on the study's find ings suggestions for further investigation have been offered. Testing could be accomplished either through collection of additional data and use of one of the four occupational groups . Or testing could be done by secondary analysis of the existing data.
Accord ing to Strain (1978) , the degree of client compliance ind isputably has an effect on the effic iency and effectiveness of health care. Greater emphasis should be placed on assisting the employee to make his/her own informed decisions, helping to id entify and find solutions to problems that may interfere with compliance, and giving support and guidance as needed. In essence, this means building a partnership, an alliance, with the employee rather than having compliance as the major goal.
A pred iction can be made that further investigation of health specific locus of control beliefs will continue to increase the understanding of health behaviors. This is increasingly an area of investigation by nursing and other social science researchers. Work remains to be done on the best means to measure the concepts that interact w ith locus of control (such as health value and motivation).
Whether directive or nondirective treatment programs are more effective for d ifferent I-E orientat ions is a research topic that would yield empirical data for nursing practice.
Investigations of further internalization techniques for externals and the stability of locus of control changes over time could enable the profession to operationalize the construct with great accomp lishment. Finally, Shillinger (1983) points out that because current evidence identifies the existence of "extreme internals" on the I-E continuum, locus change techn iques to promote inc reased externality or reactivity to health care should be investigated . A therapeutic goal is that of a balanced internal-extemal orientation, meaning a balance between self-reliance and seeking external assistance when appropriate.
